On entering medical school, students are introduced to the concept of lifelong learning which is reinforced during each phase of their career. Evidence suggests that the vast majority of practicing physicians do spend significant amounts of time and money to maintain their clinical knowledge and skills. The enormous explosion of medical technology and information over the past few decades has meant that it is increasingly challenging to keep up with these advances as well as maintain and fine tune and revise the foundation knowledge acquired during training. Research has shown that over time, the clinical skills of physicians do decline. [1] In addition, there is good evidence to suggest that we are not reliable when it comes diagnosing our own learning needs. [2] The concepts of continuing medical education (CME) and continuing professional development (CPD) are well established worldwide. The idea of time-limited certification dates from 1969 when the American Board of Family Medicine issued 7-year-limited certificates. Simultaneously, other American boards introduced time-limited certification. Since 2000, the standard generally in the US has been to adopt the so-called "maintenance of certification (MOC)" programs which have included a 10 yearly, four-part recertification assessment of medical knowledge, clinical competence, and communication skills. [3] Throughout the Western world, there has been vigorous debate about the necessity for as well as the form recertification should take. This includes the US [4] and Australia. [5] In an editorial addressing the debate between recertification and mandatory CME in 1979, Relman stated that "CME alone, without some kind of test, cannot possibly assure competence." [6] Further, he warned it would be a mistake for the profession to abandon the idea of recertification, implying that if the profession did not engage with the concept, there would be a risk of external imposition of a system.
The terms CME and CPD are often used interchangeably although typically, CME refers to lectures, presentations, reading, and conference attendance. CPD more often refers to a broader range of CME activities that allow practitioners to broaden their knowledge, expertise, and competence, as well as the personal qualities required in their day-to-day professional lives. Documentation of CPD is compulsory in Australia, New Zealand, and most Canadian Provinces in order for a practitioner to renew their registration annually.
What coNStituteS optiMaL coNtiNuiNG profeSSioNaL deveLopMeNt?
In addition to assessing a doctor's original qualifications, assessment as to whether a doctor is practising at an accepted standard should include an assessment of what they do in their everyday practice. [7] Up to the point of graduating from medical school and during vocational training, significant assessment of student and graduate competence occurs before commencement of independent practice. This has resulted in the current concepts of longitudinal multimodal assessment programs which are now well established in the field of graduate medical education. The concept of continuing postgraduate education has been well established since the 1970s, and in addition to didactic lectures, a broad range of educational models has been employed based on clinician practice. Adult learning principles including self-directed learning and reflection have been employed to support practitioners. Key points relating to adult learning include the following: [8] 1. Adults are independent, self-directed learners 2. Accumulation of significant experience, which is a potent source of learning 3. Valuing learning that integrates with their daily practice 4. Interest in problem-centered approaches rather than subject-centered ones 5. Motivation to learn by internal rather than external drivers.
Current thinking about medical CPD includes the following: 1. The learner should be an active contributor to the educational process 2. Learning relates to real-life problems 3. The learners' current knowledge and experience are taken into account in new learning situations 4. Learners are given the opportunity and support to use self-direction in their learning 5. Learners are given opportunities and support for practice, as well as self-assessment and constructive feedback from teachers and peers 6. Learners have opportunities for self-reflection including analyzing and assessing their own performance.
What does the literature tell us about various methods of CME? Bloom evaluated eight educational methods' effects on physician performance -didactic teaching, reading printed matter, lectures from opinion leaders, academic detailing, clinical practice guidelines, engaging in interactive education with audit and feedback on results, and reminders. [9] The most valuable methods were interactive and included audit of patient data along with feedback, interactive educational seminars, academic detailing, and reminders. These were all shown to have a positive impact on both clinical performance and patient outcomes. Conversely, didactic lectures and printed materials had little benefit on either clinical performance or patient outcomes whereas clinical practice guidelines and opinion leaders had modest effects. Similar findings have been reported by other authors. [10] It is clear, therefore, that the ability of CPD to impact on clinician performance and health outcomes depends on its design and presentation to participating clinicians.
hoW caN We StreNGtheN coNtiNuiNG profeSSioNaL deveLopMeNt?
Accepting that in order for CPD to achieve the desired aims of improving clinician performance and patient outcomes, what needs to be done? Clearly, passive reading and didactic lectures by themselves are of limited use. High-impact activities incorporate formative assessment of clinician performance and measurement of patient outcomes, with some degree of self-reflection. These include recording of critical incidents, specific patient outcomes such as immunization rates, chronic disease indicators, timely access to care, morbidity and mortality reports, and patient complaints to name a few. Audit and feedback in peer-review sessions are commonly used to assess patient outcomes and are especially effective in the setting of an underperforming practitioner or unit. [11] However, barriers to the effectiveness of audit in improving care include poor management, lack of organizational support, excessive workload, and time constraints. revaLidatioN or recertificatioN -What are they? hoW do they differ froM coNtiNuiNG profeSSioNaL deveLopMeNt?
The term "revalidation" was coined by the General Medical Council (GMC) of the United Kingdom in the 1990s and is very similar to "recertification" as used in the United States. It has been defined by the International Association of Medical Regulatory Authorities as the process by which doctors show that they are up to date and fit to practice medicine. The process of revalidation in the UK commenced formally in 2012 and has become a mandatory component of medical license renewal. Its introduction was intended to address several highly publicized concerns about the quality of healthcare, including the case of Dr. Harold Shipman, a GP, who murdered dozens of his patients over many years, along with the Bristol cardiac surgical scandal which resulted in the deaths of a number of pediatric cardiac surgical patients.
In addition to elements of CPD outlined above, it involves participation in an annual appraisal along with a more detailed assessment every 5 years. This includes multisource feedback from multiple health practitioners (only half of whom are doctors) as well as patients. The system is decentralized and involves designated bodies supporting and administering the full appraisal process. The system has been criticized as being cumbersome, labor intensive, and very costly. [12, 13] A recent survey of responsible officers of the designated bodies reporting to the GMC found that while there were improvements noted in certain areas, these mostly related to identifying poor performance, and that the "one size fits all" process didn't appear to achieve anything positive for those already performing well. [14] Robust forms of revalidation are now well established in most Canadian Provinces, where participation is mandatory and involves a combination of enhanced CPD, including practice audit, multisource feedback, and formative assessment, aligned with the CanMEDS framework that promotes self-reflection and practice improvement. Similarly, in New Zealand, Germany, and the Netherlands forms of mandatory revalidation exist.
In the US, recertification has been required for doctors who have completed a training pathway under the auspices of the American Board of Medical Specialties for over 20 years, and the terminology has moved toward "MOC." Different specialties have differing requirements, but these can vary from combinations of open-book examinations, CME points, completion of a practice improvement program, and a high-stakes secured examination every 10 years. However, at present, this process remains voluntary and subject to continuing debate, and is not yet mandated for registration renewal, although the registration renewal processes also differ between states. There is some evidence from within the US that recertification is associated with higher standards of care. [15] The Medical Board of Australia is considering the implementation of revalidation for the 100,000-plus registered medical practitioners in Australia. This is in addition to the already mandatory requirement that medical practitioners are engaged in a CPD program. The rationales for proceeding with a process of revalidation include strengthening and formalizing CPD, as well as the early identification of doctors at risk of poor performance, as well as those already performing poorly.
A major factor appears to center around how to identify poorly performing doctors without subjecting the vast majority to time-consuming and needless procedures. Furthermore, the risk in a society with high levels of fee-for-service medicine, such as Australia and the United States, is that the costs of cumbersome system will passed on to consumers and third-party payers, serving to add to already increasing health-care expenditure. Mindful of this, the Medical Board of Australia has stated that such a system should be "smarter not harder: strengthened CPD should increase effectiveness but not require more time and resources for participants." [16] ideNtificatioN of the poorLy perforMiNG practitioNer
Data from the UK and US suggest that a small number of doctors are not practising at an adequate standard at any one time, estimated at between 6% and 12%. [17, 18] These issues can vary from behavioral, lack of commitment to duties, poor skills and knowledge, dishonesty, sexual matters, and poor communication with colleagues. Two areas of concern identified by the United States Federation of State Medical Boards include a doctor failing to maintain acceptable professional standards and when a doctor lacks cognitive and noncognitive abilities to perform effectively in their scope of practice.
Analyses of disciplinary data in the US and UK have shown that age has an effect on the frequency of complaints. The UK GMC reported that those doctors who had two or more complaints registered against them from 2007 to 2012 were 7 times more likely to receive a complaint in 2013. Furthermore, the higher risks were found in male doctors in general, males over 50 years who were non-UK graduates, and male GPs aged 30-50 who were non-UK graduates.
Proactively screening for underperforming doctors is currently undertaken in both Ontario and Quebec in Canada. The College of Physicians and Surgeons of Ontario randomly selects members each year to undergo a "peer assessment" program. Physicians who have been in independent practice for at least 5 years and who are under 70 years of age are randomly selected. Members over the age of 70 are selected for mandatory peer review every 5 years. This assessment consists of a review of medical records, as well as a formal interview and discussion of the record review. Addition of multisource feedback is being considered. Approximately 10% of physicians are referred for further investigation, with activities such as direct observation of consultations being undertaken where necessary.
In Quebec, the process is termed "professional inspection visit" (PIV) and is a peer-assessment of the quality of practice involving random selection, as well as those who completed their medical degree >35 years ago, outliers on billing and prescribing data, those subject to complaints, and those performing only office-based work with no hospital appointment. The intention is to screen those at higher risk of performance issues.
A retrospective analysis of the PIV between 1998 and 2005 showed that the factors associated with a high quality of practice included hospital or community health center privileges and a greater number of CPD hours. Those factors associated with a poor quality of practice were advanced physician age, absence of institutional privileges, and more informal participation in CPD activities such as reading and nonaccredited activities. [19] revaLidatioN -What doeS the future hoLd?
As discussed, revalidation exists in many forms in different parts of the world, and these processes are regularly being improved in response to research and feedback, to serve both public safety as well as the needs of the profession in this time of ever-evolving changes in medical knowledge and practice environment. It is clear that as a profession which has always enjoyed self-regulation, we must take ownership of the issue of enhanced CPD as well as revalidation, otherwise there is a risk that a system will be externally imposed. Professional bodies in partnership with educational institutions are uniquely placed to take the lead in this issue.
